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JOHN AND ALICE WONG 
ESTABLISH· BIOETHICS ENDOWMENT 
Several years ago, Drs. John and 
Alice Wong of Fallbrook, California, set 
in motion a chain of events that recent-
f led to the establishment of a perma-
nent endowment that will help support 
the Lorna Linda University Center for 
Christian Bioethics. 
Dr. John Wong is a surgeon who 
has also earned doctoral degrees in law 
and theology. Dr. Alice Wong is a 
school psychologist. 
For many years, while their chil-
dren were young, the Wongs enjoyed a 
vacation home on one of Southern 
California's beaches. Some time after 
all their children were reared, the 
Wongs donated this property to Lorna 
Linda University with the understand-
ing that, after a stipulated number of 
years, it could be sold and a substantial 
portion of the proceeds used to estab-
lish a permanent endowment that 
would benefit the Center. 
In December of 1999, after seek-
ing much counsel and considering the 
matter for several months, the Center's 
administrative committee voted to sell 
the Wong's beachfront vacation home 
and the endowment was established at 
the Lorna Linda University 
Foundation. 
In harmony with the wishes of the 
Wongs and the Center's leadership, 
half of the endowment is invested in 
Richard Rice Receives Templeton Award 
T. Richard Rice, a professor in the 
LLU Faculty of Religion, is the recipi-
ent of an award from the Templeton 
Foundation for an article he published 
on religion and science. Titled "The 
Scientist as Believer," the article is 
based on a paper Dr. Rice previously 
presented at a conference at Andrews 
Tniversity In Berrien Springs, 
l\1ichigan. 
Declaring that "the expression 
'religion and science' is abstract," Dr. 
Rice begins by announcing that "my 
primary concern in this article is the 
people who do science, specifically 
people with religious convictions who 
engage in scientific inquiry, and more 
particularly those who do so within the 
setting of a church-related college or 
university. In other words, I am inter-
ested in the questioner, not just the 
question." 
Dr. Rice's article explores three 
areas in which such persons often expe-
rience tension: faith and reason, the aca-
(continued on page 6) 
an income pool that will provide 
resources to help finance the Center's 
activities and publications. The other 
half is invested in a growth pool that 
will enable the endowment to expand 
over the years to come. 
"We are grateful to the Wongs for 
their friendship and for this further evi-
dence of their support of Christian 
scholarship," declared Gerald R. 
Winslow, dean of the LLU Faculty of 
Religion and chair of the Center's 
administrative committee. 
This is the Center's third endow-
ment. The first two honor Drs. Jack 
and Margaret Provonsha and Dr. and 
:Mrs. Ervin E. Ladd. 
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"Humans" and "Persons" 
in Christian Bioethics 
by David R. Larson 
I sometimes suspect there are only 
two kinds of bioethicists: those who 
announce they distinguish between 
"humans" and "persons" and those 
who make this distinction without 
declaring they do so. Bioethics: A 
Christian Approach in a Pluralistic Age 
(Grand Rapids, U.S., and Cambridge, 
U. K.: William B. Eerdmans Publishing 
Co., 1999) almost persuades me that a 
third group also exists: those who actu-
ally do not distinguish between the 
two. Almost, but 'not quite. 
Scott B. Rae and Paul M. Cox, two 
scholars at Biola University, divide the 
ten chapters in their well-informed vol-
ume three ways. The two chapters in 
Part I analyze and assess three religious 
(Roman Catholic, Protestant, and 
Jewish) and two secular (modern and 
postmodern) approaches in contempo-
rary bioethics. Their summaries are 
sound; their evaluations fair. 
The six chapters in Part II relate a 
number of theological themes to cur-
rent debates. The authors probe the 
bioethical pertinence of notions such as 
common grace, general revelation, the 
image of God in humanity, human 
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dominion and accountability, balanc-
ing autonomy and the common good, 
blending merit and need in distribu-
tive justice, and Christian hope in the 
face of death. They review controver-
sies from abortion to zygote intrafallopi-
an transfer, cases from Baby K to Helga 
Wanglie, and authors from George 
Annas to Mary Ann Warren.Their pri-
mary purpose, however, is not merely to 
address such matters but to display one 
Christian way of doing so. Without ques-
tion, they succeed. 
The two chapters in Part III explore 
the roles of Christian individuals and 
groups in pluralistic cultures. This 
includes a thoughtful discussion of reli-
gion and society, plus some helpful 
resources for bioethical decision making 
irrespective of one's world-view. 
The authors reject every function-
al account of what it means to be a per-
son. Appealing to both Scripture and 
philosophical analysis, with emphasis 
upon the contributions of Aristotle and 
Thomas Aquinas, they advance a sub-
stance view of persons instead. A sub-
stance, they state, is (1) an integrated 
whole that is (2) greater than the sum 
of its parts. Also, a substance (3) 
receives its distinctive structure from 
its own unchanging inner nature 
which (4) guides its normal develop-
ment and functioning. All members of 
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each species of living things are there-
fore embodiments of a particular sub-
stance. It is the unalterable nature of 
the substance of human beings to b 
persons. Thus, they conclude, human 
are not persons because they usually 
possess certain capacities but they usu-
ally possess these abilities because 
they are persons. 
The ethical implications of this 
way of thinking for abortion, non-ther-
apeutic fetal research, and discarding 
extra pre-embryos in fertility clinics 
are clear. So are its ethical ramifica-
tions for cerebral definitions of death, 
physician-assisted suicide, and volun-
tary active euthanasia. According to 
the authors, all are ethically problem-
atic from a Christian point of view. 
They agree that the provision of 
foods and fluids for patients in persis-
tent vegetative states can be futile. An 
intervention is futile, they explain, not 
only if it is physically impossible but 
also if, even though it can succeed in 
this limited sense, it does not benefit 
the patient. They also list, with their 
apparent approval, five "definitions of 
futile treatment." One definition says 
that "treatment that does not contributr 
to the integrated functioning of the 
whole person is futile." Another asserts 
that "treatment that only preserves per-
manent unconsciousness or a persistent 
vegetative state is futile." 
But why is such treatment 
"futile?" After all, it is technologically 
possible to extend the lives of these 
"substantive persons" for many years. 
Isn't at least part of the answer that 
such patients, though unarguably 
human, wholly lack the ability to inter-
act with themselves or others as "func-
tional persons" and always will? Isn't 
this why it can be "futile" to provide 
them nutrition and hydration, particu-
larly through invasive and expensive 
measures? If so, perhaps it is easier to 
sweep functional depictions of persons 
out the front doors of our bioethical edi-
fices than it is to prevent them from 
sneaking in through the back ones. 
This IS an excellent book. 
Nevertheless, sometimes I still suspect 
there are only two kinds of bioethicists' 
those who declare they distinguisl. 
between "humans" and "persons" and 
those who make this distinction without 
saying so. * 
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Mechanically Restraining the III and Elderly: 
Ethical Problems and Proposals 
by Debra Craig 
The use of mechanical restraints is very common in 
both acute-care and long-term care settings. Mechanical 
restraints include Posey vests, soft wrist or ankle restraints, 
leather restraints, geri-chairs, and bed rails. Wheelchairs 
have recently been described as a very effective restraint. I 
:Mechanical restraint is not as common as it was just one 
decade ago when it was described by one author as "so 
common in extended care facilities (ECF's) that it was 
invisible."2 
The use of restraints is dropping rapidly because of 
federal legislation, that took effect in 1990.3 This trend is 
supported by consumer advocacy groups, farsighted lead-
ers in the long term-care (LTC) industry, and some nursing 
and medical experts. This legislation has inspired 
researchers to examine the many issues of mechanical 
restraint. From this carefully collected and validated data 
can come information on the benefits and risks of restraints 
and, if they are indeed needed, improved products, and 
the development of guidelines and standards for their cor-
rect medical usage. The attempt to decrease the use of 
restraints has been prompted also by ethical concerns. In 
this article, I would like to address those concerns and sug-
" o;est some proposals for dealing with those issues. 
fi 
Background 
Restraints are used in up to 22 percent of acute-care 
inpatients. Risk factors for being restrained in the inpatient 
setting are increasing age, severe illness, surgery, medical 
devices, impaired cognition, and physical dependence or 
frailty.4 The most common type is a wrist restraint followed 
by a chest/jacket restraint.s Restrained patients have a 
length of stay twice that of unrestrained patients.6 The 
restrained patient has an eight-fold increase in death rate 
and a high in-hospital complication rate.S Patients 
restrained in the hospital are much more likely to be dis-
charged to LTC facilities rather than to home, and are 
more often than not discharged with significant cognitive 
impairments.7 
The use of restraints in LTC facilities is much more 
common than in acute care, with estimates that range from 
25 percent to 84.6 percent of residents restrained. Age is 
not strongly associated with risk of restraint in the LTC 
setting, but patients with cognitive impairment, physical 
frailty, and medical devices (e.g. nasogastric tubes, oxygen, 
LV. tubing, and catheters), are at very high risk.4 Behavioral 
problems, such as wandering and aggressive verbal and 
physical behavior, are often chemically treated in addition 
- to mechanical restraints.2 
T r ~fedical and psychological complications associated 
' \~ven with correctly applied restraints are numerous. 
Complications associated with immobility include infec-
tion, pressure sores, weakness, incontinence, dehydration, 
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circulatory obstruction, and cardiac stress.4 Falls are com-
mon.8 Death by strangulation is not rare and may be under-
reported.9,10 Psychological sequelae of restraint use include 
agitation, depression, humiliation, anger, fear, demoraliza-
tion, and regressionY I There is an obvious negative syner-
gism between some conditions that are known risks for 
being restrained and the complications caused by their use. 
The Problem 
Although restraints are very commonly used and associ-
ated with major medical and psychologic morbidity, they do 
not accomplish what they are supposed to accomplish. 
Restraint use seems to be based on custom rather than on 
research. It is continued as an industry and professional stan-
dard despite evidence it is not beneficial. An accumulating 
body of evidence indicates that restraints are harmful. 12 
The evidence is strong that restraints are an ineffective 
way to keep patients from harming themselves or others. 
Restraints do not prevent falls, 13 prevent fall-related injuries, 
calm agitated patients,14 safeguard medical devices/ dimin-
ish staff needs,ls save staff time,16 prevent litigation, protect 
from liability,17 or save institutions money. 18 These are all the 
common reasons given by those requesting the use of or 
ordering restraints.4,7,13,17,19 In fact, data suggests that restraint 
use increases falls,zo increases fall-related injury,14,21 increases 
agitation,22 and increases cost.18 Institutions that have 
attempted to release patients from restraints have docu-
mented a decrease in falls and fall-related injury, as well as a 
decrease in staff time required to care for previously 
restrained patients. 16 Special care units for the cognitively 
impaired have also been very successful in the reduction and 
elimination of restraints without any increase in behavioral 
problems or injuries. 23,24 
Restraints are most often requested by nursing staff. 
Frequently they are applied without consent of the patient 
and/or orders from the physician.7,25 Documentation of the 
presence of a restraint,S reasons for a restraint, release of the 
restraint for exercise and repositioning, and results of 
restraint use is exceedingly poor.7 Compliance with mandat-
ed release and repositioning is also pOOr.18 It is clear that the 
use of restraints by nursing staff is generally prompted by 
good intent. Nurses also recognize the medical, psychoso-
cial, and ethical problems associated with restraint use. 
Inaccurate beliefs about the risks and benefits of restraints 
was found to stem from lack of information rather than mis-
information.26 
Debra Craig, M.D., l\1.A. 
Assistant Professor, School of ~fedicine 
Lorna Linda University 
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Perhaps the most encouraging news, in terms of poten-
tial for positive change, comes from the findings that nurs-
es and physicians acknowledge the conflict with patient 
autonomy and justify the use of restraints by believing they 
are the best method available and there are no satisfactory 
alternatives. 7•25 This finding alone generates hope for 
improvement in future practice through creative ideas and 
innovative research. 
Ethical issues 
Respect for persons-the concept that every human is 
of absolute and permanent value independent of any quan-
tifiable measures and of any circumstances-is at the heart 
of the ethical problems associated with restraint use. To 
respect another human is to recognize the autonomy of that 
individual and to act toward that person with fidelity in a 
beneficent and nonmaleficent manner. With respect to 
mechanical restrC).ints, any action will need to incorporate 
informed consent, the evaluation of benefits and burdens, 
and a recognition of the goals of medical care. Quality of 
life issues will surface. The population that is at high risk 
for mechanical restraint is often cognitively impaired and 
issues of competency are important to resolve. It is impor-
tant to keep in mind that competent patients are allowed 
to make their own autonomous decisions and that an 
incompetent person still has rights that endure after 
decision-making capacity has ended. 
Autonomy is highly valued in the present social envi-
ronment. Self rule, after reflection and critical appraisal of 
moral options, is the formation of wishes, choices, and 
action and it also implies the ability and willingness to 
accept responsibility for them. Studies indicate that the 
elderly residents of LTC facilities value personal autonomy 
very highly.27 Respect for autonomy does not allow control-
ling, manipulative, or coercive behavior by another. It 
would be unethical to restrain an autonomous person 
against his or her will or as punishment for perceived 
behavioral problems. The use of restraints on the compe-
tent person should be governed by informed consent. 
Competency includes the ability to make a stable choice, 
accurately appreciate the current situation, understand the 
risks and benefits of options as well as the results of non-
intervention, and the ability to process the information 
rationally. Patients are presumed competent, and the bur-
den of proof is on those who would restrict the patients' 
rights or liberty. 28 Informed consent is optimally shared 
decision making. It is the patient's decision. It should be 
based on accurate factual information and professional 
guidance, evaluated in the context of the patient's values 
and wishes. In the case of restraints, informed consent 
should be obtained. Some will argue that a higher standard 
of informed consent is necessary because it is not a vali-
dated therapy and could be labeled as research. The reason 
and purpose for restraint use, risks, the type of restraint to 
be used, the length of time restraints will be used, the 
alternatives to restraint, and the process for evaluating the 
success or failure of restraining the patient, are vital com-
ponents to the informed consent process. 
Restraining the irreversibly non autonomous incompe-
4 
tent patient should rely on informed consent from a surro-
gate acting by substituted judgment on the previously 
expressed values, goals, and wishes of the patient. If the 
patient has no known preferences, a best-interest decision _ 
has to be made, taking into consideration the acute (i ') 
chronic nature of the problem, and benefits and burdens to 
the patient and others concerned. It is very likely that 
mechanical restraint will not accomplish any of the goals, as 
outlined below, of acute or chronic care and therefore 
should not be used. If an incompetent patient poses an 
identifiable real risk to others, it is justifiable to restrain at a 
lower risk threshold than if the patient poses a potential risk 
to him or herself or a potential risk to others. Likewise if the 
patient poses an identifiable real risk to him/herself that 
can be benefited by treatments allowable only by restraint, 
the threshold for restraint is lower than if no beneficial 
intervention is available. If restraining an irreversibly dying 
patient is the only way to provide some medical manipula-
tion, it is likely not needed or helpful, and alternatives 
should be sought. 
The evaluation of benefits and burdens-beneficent 
and not maleficent behavior-is required of the entire 
health-care team and applies to both competent and 
incompetent, autonomous and non-autonomous persons. 
The balance of benefits and burdens (risk) should be based 
on previous research, as well as present observation. The 
benefits of mechanical restraints are significant in some 
acute illness and/or emergencies and will allow a temporar-
ily incompetent, non-autonomous person or a competent 
autonomous one not able to cooperate with medical care ~c­
be restored to full health and mental capabilities. In situa 
tions such as, but not limited to, acute delirium, accidents, 
and intense pain, to restrain and give medical treatment 
such as IV fluids, pain medicine, antibiotics, or even anes-
thesia is the correct thing to do. This is consistent with the 
goal of acute care-cure of illness or improvement in 
health. The benefits of mechanical restraint are not as great 
in chronic care. In addition, the risks are greater. The goals 
of chronic, long-term care are, if possible, rehabilitation and 
maintenance of function and, if that's not possible, maxi-
mization of quality of life with care and comfort for the 
dying. With ample evidence of the burdens, and with ever 
accumulating data on the lack of benefits, restraint use is 
less ethically justifiable in chronic care where it is used the 
most. 
To use restraint as a substitute for nursing care and 
supervision is wrong. Respect for the person and fidelity to 
the relationship demand that the data be carefully evaluat-
ed, alternatives explored, and restraint use be markedly 
reduced if not eliminated. They also demand that intrusion 
by the legal system into medical care not be allowed to dic-
tate care and intimidate care providers into acting from fear 
rather than fact. 
Quality of life (QOL) is an individual determination 
and is not to be presumed by or judged by another. It is 
intuitive, however, that to be physically restrained ov( 
any prolonged length of time in order to receive treat-
ment for conditions that cannot be reversed, improved 
upon, or even stabilized is not what the vast majority of 
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individuals desire for themselves or others. While com-
petent persons decide their own quality of life based on 
individual goals, values, and relationships, an incompe-
tent person cannot. As uncomfortable as it is, the medical 
"': ;rofession is asked to make quality of life determinations 
rand recommendations for treatment based on that determi-
nation. 
Recommendations 
Most needed are alternatives to mechanical restraints. 
Available alternatives need to be utilized appropriately and 
new alternatives created, tested, and used when proven 
effective for their purpose. Some of these alternatives will 
be real tangible items while others will be changes in per-
sonal and professional goals and attitudes. Alternatives will 
be best developed after education. When caregivers learn 
that mechanical restraint is not best or even effective, and 
is, in fact, detrimental, some will be inspired to find cre-
ative and novel ways to deal with the problems of patient 
and staff safety, and protection of medical devices to allow 
the delivery of beneficial treatment. When institutions and 
those providing care learn that restraints do not prevent 
falls, injuries from falls, or legal liability, and do not save 
time, money, or personnel, the incentive to look for better 
alternatives will be strong. 
The most effective alternatives will be the result of 
attention to the individualized needs of patients. This may 
involve a careful pre-admission assessment, continued 
alertness through close supervision for changes, rapid iden-
,-tification of problems, and the willingness and ability to 
, ~'nodify a care plan as needed. A psychosocial model rather 
than a medical model in long term-care could incorporate 
the physical, social, psychological, and spiritual aspects of 
each person in a plan that values the individual. Patients or 
clients would then be allowed as much choice, indepen-
dence, and freedom as possible. Rehabilitation would 
receive greater emphasis. The goal of rehabilitation inde-
pendence cannot be accomplished by a restrained individ-
ual. People have a right to take some risk and this is not 
eliminated with current practice. Continuity of care and an 
interdisciplinary approach allows and encourages optimal 
care planning. Education and involvement of the family in 
both acute and long-term care settings are essential. 
Broad categories of alternatives to mechanical restraint 
include environmental changes such as modifications in 
bedding, chairs, doors, and floors. Nursing care modifica-
tions could include alarms, video monitoring, scheduling 
changes, optimizing patient locations, and effective com-
munication. Psychosocial changes may include regular 
physical activity, behavior modification, preservation of 
relationships, the creation of a calming mood and atmos-
phere, and family involvement. Physiological attention 
includes, for example, the relief of pain, scheduled toilet-
ing, review of medication, and careful ongoing evaluation 
for treatable medical problems, especially when a change in 
,hinking or behavior occurs. 
Mechanical restraints could be addressed by individu-
als in long-term medical care plans. Advanced medical 
directives could be used by individuals to address physical 
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restraint directly, much like addressing the use of artificial 
fluids and nutrition, or to clearly define their goals in the 
face of acute and/or chronic illness. Simple case scenarios, 
I believe, could be used to identify individuals who would 
decide in advance, if treatment were deemed to be either 
effective or ineffective, whether they would or would not 
want to be tied down to receive it. 
In the acute-care setting, patients could be informed 
about restraints before the need arises and be given the 
opportunity to consent or refuse. Information regarding the 
risks and benefits of restraint could be available. This 
could stimulate discussion of values and wishes which 
would provide an opportunity to enlist the patient and fam-
ily's help, along with the staff, in creating and maintaining 
a safe environment. 
If restraints are to be used, there is a real need for 
guidelines, standards, and quality assurance. Guidelines for 
use should call for careful documentation of the purpose 
and quantifiable goals of restraint, informed consent, and 
plans for the maximization of benefit and minimization of 
harm. Guidelines that require consideration of alternatives 
to restraint before (and not after or not at all) their use 
could decrease the number of restrained elderly. 
Restraint devices need to be safer and more effective. 
Although they are common and used as a medical devices, 
they are not currently regulated. Staffs should be 
instructed in proper placement and required to obey the 
current release and repositioning mandates. Any ill effects, 
including psychological ones, should be sought and cor-
rected as rapidly and completely as possible. Although the 
use of chemical treatment in addition to mechanical 
restraints seems at first consideration excessive and fraught 
with even more potential risks, few studies have been done 
to evaluate the combination with regard to agitation, falls, 
or protection of medical devices in either the short-term 
acute or long-term chronic setting. 
I believe restraints should not be applied without a 
doctor's order to ensure that, in the majority of cases, two 
skilled individuals are making a decision. This gives more 
opportunity for the consideration of alternatives and the 
potential for an in-depth evaluation of the behavior that 
initiated the request. 
When restraints are ordered or requested, four ques-
tions arise that require a thoughtful response from care 
givers: (1) How likely is it that the patient (or others) will 
come to harm? (2) How serious is the predicted harm to the 
patient (or others)? (3) How oppressive is restraint to the 
person? (4) How long and/or to what end will restraints be 
used? 
It is permissible to withhold and withdraw therapy in 
some circumstances if the goals of the patient and/or the 
goals of medicine cannot be accomplished. It is also possi-
ble to gain through communication useful information 
about what the majority of elderly consider acceptable or 
unacceptable in terms of quality of life, and to use that 
information, along with carefully gathered data, to help 
competent patients make decisions. Such information can 
also help surrogate decision makers decide in patients' best 
interests if those patients cannot make their own decisions. 
5 
Summary 
The use of mechanical restraints is common in acute-
care and long-term care settings. Evidence is accumulating 
that restraints do not accomplish their intended purpose. 
Furthermore, they are more burdensome and risky than 
beneficial. There are, at present, few well-studied and 
effective alternatives that will prevent patient harm, pre-
vent harm to others, control undesirable behaviors, and pro-
tect medical devices. To reduce the use of restraints, med-
ical caregivers will have to be educated about the harms. 
Alternatives will have to be created, tested, and proven. 
Patients will have to exercise their autonomy and rights to 
refuse the restriction of their liberty. If restraint use is con-
tinued at the present rate, research should continue to 
establish any efficacy, as well as improve the products avail-
able. Guidelines for restraint use will have to be developed, 
standards monitored by quality assurance, and all staff edu-
cated in their proper use. Values need to be elicited, goals 
examined, and treatment altered based on care and concern 
for the medical, social, psychological, and spiritual needs of 
the individual. * 
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demic disciplines of science and theology, and the commu-
nities of faith and of scientific inquiry. In each case, Dr. Rice 
identifies the tension, examines its features and sources and 
explores ways and means of living successfully with it. 
The article was published in Spectrum: The Journal of the. 
Association of Adventist Forums in the Spring of 1999 (Volum, 
27, Number 2). Single issues of Spectrum are available for 
$10.00 at P. O. Box 619047, Roseville, CA 95661-9047, by 
calling (916) 774-1080 or at subscriptions@spectrum-
magazine.org. * 
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Question: Is it ethically permissible 
to ignore specific instructions in a patient's 
advance directiveP 
A 58 year old woman was diag-
nosed with breast cancer about four 
years ago. She was treated with 
surgery, radiation, and chemotherapy 
and was felt to have a good prognosis. 
Unfortunately, seven months ago she 
developed back pain and was found to 
have metastatic disease in her spine, 
liver, and lungs. She was given pallia-
tive chemotherapy and radiation and 
did fairly well for a few months. She 
was even able to return to work in the 
family bakery for a few hours a day. 
Five weeks ago she was admitted for 
pain control and was discharged after a 
few days to a skilled nursing facility for 
convalescence for what was expected 
to be two or three weeks. However, 
eight days ago she was readmitted with 
fever and respiratory distress. The next 
day she required intubation and venti-
latory assistance for respiratory failure 
,'om pneumonia. Her pneumonia had 
oeen treated aggressively, but had not 
yet improved. Because she remained 
pancytopenic (low blood counts), her 
antibiotics were changed in an attempt 
to reverse the infection. 
At the time of this admission, her 
husband gave to the ICU physicians a 
copy of a standard California Durable 
Power of Attorney for Healthcare 
(OPA/HC) document completed and 
signed by the patient, with the help of 
an ombudsman while in the convales-
cent home. In it, she named her hus-
band as her proxy, and she checked the 
statement indicating she did not want 
heroic therapy (a) if in a permanent 
vegetative state, (b) if terminally ill 
and treatment would only prolong her 
dying, or (c) when the burdens exceed 
the benefits. In addition, she wrote in 
the "comments" section that she want-
ed CPR for only 30 minutes and venti-
lator for only seven days. Her physi-
cians believed there was still a reason-
able possibility that her condition 
might be reversible, and her husband 
-'vanted to continue aggressive treat-
1 ent until it was clear that it was not 
working. However, they requested a 
Clinical Ethics Consultation, asking 
whether the specific time limits writ-
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ten into the OPA/HC by the patient 
must be honored now that the seven 
days of ventilator support were up. 
The consultant spoke with her 
husband who reported that she is an 
optimistic woman who is "a fighter." It 
was the husband's understanding that 
she put in the time limits so that when 
death was imminent it would not be 
artificially postponed, causing her 
unnecessary suffering. He was con-
vinced that she did not envision this 
happening this soon. He said she was 
still aware of his presence and could 
still respond to yes and no questions, 
but would not be able to enter into 
meaningful conversation about dura-
tion of therapy. She is active in her 
Baptist faith. They have three children 
in their 20s and 30s. 
Assessment 
This woman was terminally ill, but 
had a potentially reversible infection. 
She left explicit directions in a 
OPA/HC, but her agent and her physi-
cians wanted to treat beyond her writ-
ten limits. 
Discussion 
The purpose of an advance direc-
tive is for a patient to let her family and 
health-care professionals know what 
treatment she would want if she 
should become unable to participate in 
decisions. Advance directives may 
name a surrogate decision maker, or 
may state treatment wishes, or both. 
When both are present, from an ethics 
standpoint, the indication of whom the 
patient would trust to make decisions 
generally takes precedence over the 
specific instructions. While the profes-
sionals caring for a patient should not 
let a surrogate make a decision which 
is clearly contrary to what the patient 
has stated in writing, he is allowed 
some latitude of interpretation since 
he presumably had many conversa-
tions with the patient and understands 
her values and goals. Occasionally, spe-
cific instructions written into an 
advance directive can be confusing if 
the clinical situation does not exactly 
match the situation the patient envi-
sioned. 
In this case, the patient wrote into 
her DPA/HC very specific time limits 
for two therapeutic modalities. Her 
husband believed that she envisioned 
this coming into play only when she 
had slowly deteriorated to the point of 
inevitable and imminent death. He 
believed that these were, in fact, indi-
cations of her fighting spirit, and an 
indication that she wanted aggressive 
therapy until it was clear that it would 
not work. 
Recommendations 
1 In light of this patient's hus-
band's interpretation of her wishes, it is 
ethically permissible to follow his 
request to continue aggressive treat-
ment, including the ventilator, until it 
is clear that her infection is irre-
versible. 
2 During this period of continued 
aggressive treatment, if she should 
have a cardiac arrest, her request that 
CPR be limited to 30 minutes should 
be honored unless there is a very clear 
indication that prolonged efforts would 
likely reverse the situation. At the 
same time, her request does not oblig-
ate her caregivers to use CPR for a full 
30 minutes. If it is clear after just a few 
minutes that CPR will not reverse the 
situation, efforts may be stopped based 
on a clinical judgment of ineffective-
ness. 
3 In addition, if her condition 
should gradually deteriorate so that it 
is clear she is irreversibly dying, it 
would be permissible for her husband 
to authorize limitation of treatment 
orders, including one for no CPR. 
Follow-up 
Full aggressive treatment in the 
ICU was continued for four more days 
using a new antibiotic combination. 
Since she showed no improvement, 
her husband asked to change goals to 
comfort care. She was extubated and 
transferred to a lower level of care 
where appropriate limitation of treat-
ment orders were written, including 
one for no CPR. She lived for another 
60 hours, receiving intensive comfort 
measures. She died quietly with her 
husband and three children present. * 
* This case consultation report is 
based on an actual si tuation presented to 
the Clinical E thics Consultation Service at 
LLUMC. Some clinical and social details 
have been changed to ensure confidential-
ity, but these do not change the substance 
of the ethics discussion. 
7 
Learn to minister in the clinical setting 
Master of Arts in Biomedical 
arul Clinical Ethics 
'rhis degree provides you with an 
excellent opportunity to explore vari-
ous traditions of ethical thought, gain 
clinical experience in a medical set-
ting, and develop critical skills for 
applying theory and values to con-
temporary moral and social issues. 
Studying with experienced fac-
ulty in a highly research-oriented 
medical environment, you will learn 
how to balance a theoretical under-
standing of ethics with its practical 
application. 
Polly Sprague, DDS, MA 
graduate. 1998 
MA Biomedical and 
Clinical Ethics 
AboutLLU "The individual 
attention given to 
me by the faculty en-
couraged me in the areas 
of critical tllinking and writing. But 
most importantly, compassion and 
commitment to each patient was 
both modeled and taught. " 
Lorna Linda University is a Seventh-day Adventist 
educational health-sciences institution with 3,000 stu-
dents located in Southern California. Seven schools 
and the Faculty of Religion comprise the University 
organization. 
Contact us for more 
irifonnation 
Lorna Linda University 
Coleman Pavilion 
Suite 11121S 
Lorna Linda, CA 92350 
Phone (909)558-4956 
Fax (909) 558-0336 
gsample@ethicscenter.llu.edu 
http:// ethics.llu.edu 
Students from more than 
80 countries around the world 
and virtually every state in the 
nation are represented in Lorna 
Linda University's student 
body. 
Religion is an integral part 
of Lorna Linda University's 
role as a health-sciences institution, and is vigorously 
supported by the University's faculty, staff, students, 
and administration. 
Amy Stumpf. MA 
gTluluate. 1995 
MA Biomedical and Clinical Ethics 
"I cannot think of a nlore 
valuable blend of 
disciplines! " 
CENTER FOR CHRISTIAN BIOETHICS 
LOMA LINDA UNIVERSITY 
Coleman Pavilion, Suite 11121S 
Lorna Linda, CA 92350 
.lHaster of Ar~~ in 
Clinical Milli..~try 
The program in clinical ministry t~_ 
espt."Cially valuable as preparation for 
careers in chaplaincy and other fields 
of ministry. It will enhance your 
capability for providing effective 
counseling and ministry for those 
who are in crisis. 
The emphasis of Lorna Linda 
University and Lorna Linda Uni-
versity lV1edicai Center on whole-
person care provides a unique 
dimension for this master's program in 
clinical ministry. 
Scott Winters 
student. 
MA in Clinical Ministry 
''I have a new under-
standing of ministry 
which ha" broadened 
my vision of helping 
meet others' spiritual needs. I 
have not fotuld another mini"terial 
degree that offers so much divers 
in academic study cOlubined with in-
valuable clinical experien(,'C. " 
Contact us for more 
i'!formation 
Lorna Linda University 
Griggs Hall 
Room 220 
Lorna Linda, CA 92350 
Phone (909) 558-8433 
Fax (909) 558-4856 
mghung@rel.llu.edu 
http://ministry.llu.edu 
NONPROFIT ORG 
US Postage 
PAID 
Lorna Linda 
California 92350 
Permit No 6 
